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THE ETIOLOGY AND PATHOGENESIS OF
RECTAL STRICTURE
JAMES B. LOUNSBURY
It is the object of this communication to demonstrate the follow-
ing: (1) that syphilis must be considered as a factor in the etiology
of rectal stricture, (2) that the pathogenesis of rectal stricture so
caused may be identical with that of lymphogranuloma inguinale.
As stated by Ravaut, Seneque, and Cachera'5, there are two
principal clinical forms of stricture of the rectum, the one associated
with chronic elephantiasis of the external genitalia, the second a
pure stricture without evidence of elephantiasis. Since the develop-
ment of a specific skin test by Frei5 in 1925 the picture associated
with the first form has become more or less a clinical entity,
previously given a great variety of names, such as "maladie de
Nicolas et Favre", "subacute inguinal lymphadenitis", "nontuber-
culous granulomatous lymphadenitis", but now more commonly
known as lymphogranuloma inguinale. It is, however, in regard
to the second form of stricture that opinion remains divided. Evi-
dence still is inconclusive as to the etiology and pathogenesis of the
affliction. The cause of such stricture has been variously ascribed to
the gonococcus, bacillus of Ducrey, bacillus of Koch, streptothrix of
Nocard, and more particularly to Treponema pallidum. It can be
readily understood that infection of the rectum of any nature result-
ing in healing by fibrous connective tissue proliferation may result in
stricture, and on this account infection by the spirochete of syphilis
lends a very pertinent aspect to the consideration of the condition.
The so-called "ano-rectal syphiloma" and associated stricture is
never found above the ampullary portion of the rectum. One
opposed to the probability ofsyphilis as the etiological agent of rectal
stricture might contend that, in view of the fact that syphilis of any
other part of the gastro-intestinal tract is an extreme rarity, it is
difficult to see why in the case of rectal strictures the syphilitic
organism should single out the rectum as a site. The unique loca-
tion of syphilis of the gastro-intestinal tract would seem to be ex-
plained by the nature of the lymph drainage of the genital region.
In a recent article in the Journal of the American Medical Associa-
tion, Cole2 has pointed out that studies made by Barthels and Biber-YALE JOURNAL OF BIOLOGY AND MEDICINE
stein and by Jersild interpret the pathogenesis of rectal stricture as
seen in lymphogranuloma inguinale as due to the nature of the
lymph drainage.
The anatomical distribution of the regional lymphatics may be
to advantage briefly reviewed as follows: In the male the lymphatics
of the external genitalia drain into the superficial inguinal and sub-
inguinal glands, while the lymphatics of the urethra pass to the
subinguinal, external iliac and hypogastric glands. In the female
the lymphatics of the vulva, including the clitoris, drain into the
superficial inguinal, subinguinal and external iliac glands, while
those of the urethra pass to the hypogastric glands. The lymphatics
of the vagina are carried to the external iliac, hypogastric and
common iliac glands. The significant feature, however, is the fact
that the lymphatics of the vagina anastomose with the lymphatics of
the rectum which drain into the perirectal glands. The importance
of these anatomical features becomes apparent when it is observed
that stricture of the rectum is "distinctly more common in women
than in men"6 by approximately ninety per cent, a fact attested by
most authorities.2' 8 6, 10, 12, 16, 17, 18
Believing that rectal stricture is chiefly of gonorrheal origin but
due in some cases to syphilis, Kaufmann"6 offers an explanation in
that "the preference for the female sex is explained by this etiology,
since auto-infection from the genitalia (mechanical by the fingers,
instruments, vaginal secretions which may be introduced into the
anus mechanically or actual introduction of the organisms by anal
coitus (which is rare: Harlose)) is much easier in women. For these
reasons a simultaneous rectal-urethral-cervical gonorrhea is frequent,
but the rectal involvement may persist, when the cervical and
urethral infection has long ceased."
The discovery of the diagnostic skin test by Frei5 for lympho-
granuloma inguinale seems to have cleared the haziness of the sub-
ject to some extent. Thetest is specific, and somewhat of the nature
of the tuberculin reaction. It consists of the intradermal injection
of the antigen, a positive test producing a red areola which may show
necrosis in the center, the strength of the reaction being ascertained
by the size and appearance of the areola. The test is usually best
read after forty-eight hours. There are several methods of prepar-
ing the antigen from the pus of a suppurating lymph gland, the
method of Frei having gained the widest reputation. The test is
positive from ten days to two weeks after the onset of adenitis, and
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evidently remains so indefinitely. The previous history of buboes
or scars of the groin has been taken to establish the fact of infection
existing before 1925 when the skin test came into use. On this basis
Cole has found positive reactions after a period of thirty years and
Hellerstrom cites similar reactions after twenty-three years. In the
Lakeside Hospital series of cases4 all those with the history of buboes
or scars showed positive tests, and no positive reactions were obtained
except in those cases. It is interesting to note that in the acute stage
of lymphogranuloma inguinale false positive Wassermann tests may
occasionallybe obtained, andthat concomitant fresh syphilis produces
an anergy masking the Frei test. In regard to the specificity of the
test "it must be pointed out, however, that the same possibility must
be considered as with otherbiologic tests; namely, that the positivity
of the test does not allow a positive diagnosis of lymphogranuloma
inguinale ofthe lesion underconsideration, since an anterior infection
may have been present".4 This indicates its similarity to the tuber-
culin reaction in the manner of interpretation.
Prior to Frei's discovery of the diagnostic skin test for lympho-
granuloma inguinale it was the common assumption that syphilis was
the cause of rectal strictures in cases where no other etiology might
be ascertained, without regard to the fact that "concomitant demon-
stration of syphilis with stricture of the rectum is insufficient proof
of the syphilitic origin of the rectal lesion".19 Many of these cases
in existence before and after 1925, having strongly convinced
clinicians of their syphilitic nature, were subsequently found to give
positive Frei tests although exhibiting none of the characteristic
elephantiasis of lymphogranuloma inguinale. Touraine, Solente,
and Gole,20 for example, cite the case of a woman thirty-three years
of age who had acquired syphilis. Four years later she developed
endometritis and salpingitis from a gonococcal infection. Six years
after theinception ofsyphilis she was found to have a rectal stricture.
In the meantime, however, she had been treated for syphilis, eventu-
ally reactingnegatively to the Wassermann test, but subsequently she
was found to be strongly positive bythe Frei test.
Another case, seen in the New Haven Hospital14, was that of a
woman, also thirty-three years old, who had a rectal stricture and
at the same time a four-plus Wassermann reaction. The syphilitic
infection had apparently been of some fifteen years' duration. A
biopsy revealed a smooth, white, glistening tissue showing scar
formation and marked infiltration by lymphocytes and polymorpho-
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nuclear leukocytes. Later she was found to give a strongly positive
Frei reaction.
Pathology apparently offers but little help in differentiating the
two conditions, lymphogranuloma inguinale and syphilis.7'8 In
both instances the lesions belong to the group of granulomata.
Hellerstrm7'8 shows that differentiation of the glands of lympho-
granuloma inguinale from those of tuberculosis and syphilis is not
always possible. In the cases of stricture the perirectal lymph glands
are involved. Nicolas4 says that the glands of lymphogranuloma
inguinale show gummas, stellate abscesses, epithelioid foci and giant
cells. There is a border of epithelioid cells with a central caseation
necrosis and giant cells may be found in the periphery. The factor
of primary lesions of the rectum is not to be considered, but Mac-
Callum"2 states that secondary lesions in the form of moist papules
and flat condylomata are found in the rectum.
It is such cases, as I have pointed out, that make the literature
one of confusion and also make it difficult to assign the condition to
syphilis alone. Nevertheless, on occasion, cases do present them-
selves which seem to justify the consideration of syphilitic infection
as the etiological factor. Moutier and Legrain13 report a case with
no record of venereal infection other than syphilis for which the
patient received treatment over a period of five years. During this
time rectal stricture developed. In spite of the fact that no Frei
test was mentioned, it is of no little significance that after the anti-
luetic treatment gave negative Wassermann reactions of the blood
and spinal fluid the stricture gradually reduced. If this was of
syphilitic etiology it could only be explained by the dissolution of
a gumma producing the stricture, for a fibrous stricture composed of
scar tissue of course would not respond to serological treatment.
Fournier wrote that he had seen three or four times that the "ano-
rectal syphiloma" subsided under specific treatment for syphilis, a
treatment not now considered efficacious for lymphogranuloma in-
guinale. Of similar importance is the notation that Jersild9 found
one woman having stricture of the rectum who was definitely Frei-
negative. It is to be noted that of the twenty-five cases of Martin's'1
series five did not show positive Frei tests and ten gave positive
Wassermann reactions. In the discussion following Martin's report
Hayes" says that "some men are reporting a high percentage of
positive Frei tests and others are not; however there is a high per-
centage of positive Wassermann tests in stricture". This further
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confuses the evidence as noted in the literature, but it does show that
syphilis as an etiological factor of rectal stricture is certainly not
to be disregarded.
It is not the purpose of this paper to substantiate the former con-
tention that syphilis is "probably the commonest infection leading
to stricture",' but in view of the fact that some rectal strictures still
remain unexplained andthat such strictures are found in the majority
of instances in syphilitic females, the belief is not unwarranted that
some few cases of rectal stricture may have their origin in the trans-
mission of Treponema pallidum by way of those lymphatics which
are peculiar to female anatomy.
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